Older women may be especially at risk for alcohol problems because they are more likely than men to outlive their spouses and face other losses that may lead to loneliness and depression. Physiologically, women are also at greater risk for alcohol-related health problems as they age. Because of these risks, alcohol use recommendations for older women generally are lower than those set for both older men and younger women. Screening and brief intervention may be especially useful in minimizing alcohol problems in older women. Although brief intervention research with this population is limited, the findings are promising. 
T he growth in the number of people age 60 and older will bring a soaring increase in the amount and cost of primary and spe cialty care for this group. In 1990, those over the age of 65 comprised 13 percent of the U.S. population; by the year 2030, older adults are expected to account for 22 percent of the popula tion (U.S. Bureau of the Census 1996). Community surveys have estimated the prevalence of problem drinking among older adults to range from 1 percent to 15 percent (Adams et al. 1996; Flem ing et al. 1999; Moore et al. 1999) . Among older women, the prevalence of alcohol misuse ranged from less than 1 percent to 8 percent in these studies. As the population age 60 and older increases, so too could the rate of alco hol problems in this age group. However, early detection efforts by health care providers can help limit the prevalence of alcohol problems and improve overall health in older adults.
Many of the acute and chronic medical and psychiatric conditions that lead to high rates of health care use by older people are influenced by the con sumption of alcohol. These conditions include harmful medication interac tions, injury, depression, memory problems, liver disease, cardiovascular disease, cognitive changes, and sleep problems (Gambert and Katsoyannis 1995) . For example, Thomas and Rockwood (2001) found that the occurrence of all types of dementia (with the exception of Alzheimer's dis ease) was higher in a sample of 2,873 people age 65 and older with definite or questionable alcohol abuse 1 com pared with those who did not abuse alcohol. At 18 months after baseline, mortality from all causes in this sample was higher among those with definite abuse (14.8 percent) or questionable abuse (20 percent) than among those with no alcohol abuse history (11.5 percent). The risk for negative alcoholrelated health effects is greater for older women than for older men at the same amounts of alcohol use.
Researchers have recently recom mended that screening and interventions focused on lifestyle factors, including the use of alcohol, may be the most appro priate way to maximize health outcomes and minimize health care costs among older adults (Blow 1998; Barry et al. 2001) . For example, primary health care providers can screen patients for alcohol problems and offer brief intervention-5-to 15-minute sessions of information and advice about the risks of drinking and how to reduce drinking-to help prevent atrisk drinkers from developing alcohol problems. In randomized clinical trials, women have been found to benefit most from brief interventions (Fleming et al. 1997 (Fleming et al. , 1999 .
This article examines alcohol use among older women, related risk fac tors and beneficial effects, screening methods to detect alcohol problems in this population, and treatment and prevention approaches.
Older Women Have Increased Risks for Alcohol Problems
Older women tend to have longer life expectancies and to live alone longer than men, and they are less likely than men in the same age group to be finan cially independent. These physical, social, and psychological factors are sometimes associated with at-risk drinking in older adulthood, so they are especially relevant for older women.
Older women have major physical risk factors that make them particularly susceptible to the negative effects of increased alcohol consumption (Blow 1998) . Women of all ages have less lean muscle mass than men, making them more susceptible to the effects of alco hol. In addition, there is an age-related decrease in lean body mass versus total volume of fat, and the resultant decrease in total body mass increases the total distribution of alcohol and other mood-altering chemicals in the body. Both men and women experience losses in lean muscle mass as they age, but women have less lean muscle mass than men throughout adulthood and, therefore, are less able to metabolize alcohol throughout their lives, includ ing into older adulthood (see Blow 1998 for further information). Liver enzymes that metabolize alcohol and certain other drugs become less effi cient with age, and central nervous sys tem sensitivity increases with age for both genders. In sum, compared with younger adults, and with older men, older women have an increased sensi tivity to alcohol.
Older women also have a height ened response to over-the-counter and prescription medications (Smith 1995; Vestal et al. 1977; Blow 1998) . The use and misuse of alcohol and prescription medications are therefore especially risky for women as they age because of their specific vulnerabilities regarding sensitivity to alcohol and medications. For most patients, any alcohol consump tion coupled with the use of specific over-the-counter or prescription medi cations can be a problem. For example, combining alcohol with psychoactive medications such as benzodiazepines, barbiturates, and antidepressants can be especially problematic for this popula tion. Older women are more likely than older men to receive prescriptions for benzodiazepines in particular, and are therefore more likely to be faced with problems related to the interac tion of these medications with alcohol (see Blow 1998 for further discussion). There is a paucity of data available on rates of the co-occurrence of alcohol and medication use in older people. This area needs more study.
Because older women generally drink less than older men or abstain from alcohol, health care providers may be less likely to recognize at-risk drink ing and alcohol problems in this popu lation. Moreover, few elderly women who abuse alcohol seek help in special ized addiction treatment settings. These problems stand in the way of effective interventions that can improve the quality of life of older women drinking at risky levels.
The following sections will first examine the prevalence of problem drinking in older women and then review the risks and benefits associated with alcohol use among older women.
The article concludes with a discussion of screening and interventions for this population.
Prevalence of the Problem
As stated above, community surveys have estimated that at-risk drinking ranges from 1 percent to 15 percent among older adults and that from 1 percent to 8 percent of older women misuse alcohol (Adams et al. 1996; Fleming et al. 1999; Moore et al. 1999) . The wide variation of these ranges results from varying definitions of problem drinking and alcohol mis use and from the methodology used in selecting the survey respondents.
The rates of illegal drug abuse among the older population are very low. Because of the dearth of informa tion in this area, actual rates are diffi cult to measure (Blow 1998) . Future research will more completely address the use of alcohol and illegal drugs in older adulthood (Blow 1998) .
Prescription drug misuse is more common and has multiple determi nants, causes, and consequences. For example, older adults may be experi encing problems related to overuse of prescription drugs because they are prescribed more medication than they can tolerate at that age, or because they are seeking prescriptions for a particular medication (e.g. benzodiazepine) from multiple providers.
Risk and Benefits Associated with Alcohol Use by Older Women
Research provides evidence that one drink 2 per day (i.e., moderate drinking) is associated with certain health bene fits among older adults generally and among older women, whereas higher levels of drinking are associated with health risks. Only a few studies have either focused on women or have included sufficient numbers of older women to be conclusive about the effects for this population (Abramson et al. 2001) . Therefore, this section includes studies on older adults in gen eral and on women in particular.
Risks
A recent study of moderate and heavy drinking among older adults found that study participants reported poorer psychosocial functioning with increas ing daily alcohol consumption (Graham and Schmidt 1999) . The frequency of drinking (drinking days per week), however, was not related to psychoso cial well-being, suggesting that the amount of alcohol consumption was a more significant factor. Ensrud and colleagues (1994) found that, among older women, those with a history of regular alcohol use were 2.2 times more likely to have impaired activities of daily living compared with those with no history of regular alcohol use. Alcohol use was more strongly corre lated with impairment than were smoking, age, use of antianxiety medi cation, or stroke.
Although several studies have exam ined the role of alcohol use in cardiac problems, stroke, and cancers, most of these studies have not included older women. A study using National Cholesterol Education Program data found that, among the women in the study, failure to use lipid-lowering medications was associated with alco hol consumption and smoking, among other factors (Schrott et al. 1997) . In a study of postmenopausal women in the Iowa Women's Health Study, Sellers and colleagues (2002) estimated the interaction of folate intake from diet and alcohol consumption at baseline for 34,393 study participants to determine the risk for specific types of breast cancer. The study compared women with low folate levels and higher alco hol consumption (i.e., more than 4 grams per day) 3 with nondrinkers who had a high folate intake. The authors found that the combination of alcohol use and low folate levels pro duced an increase in the risk of one Epidemiological studies have clearly demonstrated that comorbidity between alcohol use and psychiatric symptoms is common in younger age groups. Less is known about comorbidity between alcohol use and psychiatric illness in later life. A few studies have indicated that a dual diagnosis with alcoholism is an important negative predictor of outcomes among the elderly (Blow 1998; Saunders et al. 1991; Finlayson et al. 1988) . Because women are twice as likely as men to experience depression, and older women often experience several life losses that can exacerbate depression and the use of alcohol, it is important for health care providers to be aware of the potential for comorbid depression and alcoholism in this population and to keep potential comorbid factors in mind when conducting health screenings with older women, particularly when they are experiencing some of the difficult personal losses associated with aging.
Benefits
There is growing evidence that, among otherwise healthy adults, especially middle-aged adults, moderate alcohol use may reduce risks of cardiovascular disease (Scherr et al. 1992; Thun et al. 1997) , some dementing illnesses, and some cancers (Broe et al. 1998; Orgo gozo et al. 1997; Klatsky et al. 1997 ).
Simons and colleagues (2000) found that moderate alcohol intake (from 1 to 14 drinks per week) in older men and women was associated with decreased mortality. Nelson and col leagues (1994) have demonstrated that older people living in the community (not in institutions) who consume moderate amounts of alcohol have fewer falls, greater mobility, and improved physical functioning when compared with nondrinkers. One of the factors affecting the disparities between the results of various studies on this topic may be the setting for the study (e.g., community, subsidized housing, assisted living situation, or institution).
In a meta-analysis of studies of alco hol's effect on coronary heart disease, Mukamal and Rimm (2001) found that two drinks per day increased highdensity lipoprotein (HDL) cholesterol levels, translating to a 16.8-percent decreased risk of coronary heart disease. Additionally, a study of women with coronary heart disease found that older age, alcohol consumption, and prior estrogen use were all independently associated with higher HDL cholesterol (Bittner et al. 2000) .
The debate regarding the benefits and liabilities of alcohol use for older women continues. As new studies include larger numbers of older women, definitive recommendations regarding the relationships between alcohol use and cancers, stroke, cardiac diseases, and risk of psychiatric comor bidities will become more feasible.
Based on the risk factors associated with alcohol use by older women, drinking guidelines for this population are lower than those set for other adults, as reviewed in the next section.
Drinking Guidelines and Rationale
Because of the age-related changes in how alcohol is metabolized and the potential interactions between medications and alcohol, alcohol use recommendations for older adults are generally lower than those set for adults younger than age 65. Recommendations for women are slightly lower than those for men as they age.
The National Institute on Alcohol Abuse and Alcoholism (NIAAA) and the Center for Substance Abuse Treatment (CSAT) (Blow 1998 ) rec ommend that people age 65 and older consume no more than one standard drink per day or seven standard drinks per week (Dufour and Fuller 1995) .
These recommendations are consistent with the current evidence weighing the risks and beneficial health effects of drink ing (Klatsky et al. 1997; Mukamal and Rimm 2001) . To put these recommenda tions into perspective, the guidelines for adults younger than age 65 are as follows: for women, no more than one standard drink per day; for men, no more than two standard drinks per day (U.S. Department of Health and Human Services and U.S. Department of Agriculture 1995).
Definitions
Before discussing screening and inter vention, it is important to define the various levels of drinking. These defini tions help anchor clinical decisions regarding when and if interventions are needed. Drinking that exceeds the guidelines will not always lead to alcoholrelated problems, particularly for peo ple who are drinking a few drinks above recommended limits but not at levels that can put them at risk for alcohol dependence. It is, however, useful to consider a model indicating that the more alcohol a person consumes, the more likely that person is to have alcoholrelated problems (Institute of Medicine 1990). Categories of drinking risk pre sented here-low-risk drinking, at-risk drinking, problem drinking, and alco hol dependence-are based on that conceptualization and form a framework for understanding the spectrum of use seen in older women (Blow 1998; Barry et al. 2001) .
Abstinence. Approximately 60 to 70 percent of older adults (70 to 80 percent of older women) abstain from drinking. Reasons for abstinence may include religious beliefs, illnesses, or previous problems with alcohol use. Alcohol-use interviews ascertain the reasons for nonuse.
Low-risk drinking is low-level alcohol use that is not problematic. Older women in this category drink within recommended drinking guidelines (less than one drink per day or seven drinks per week), are able to employ reasonable limits on alcohol consump tion, and do not drink when driving a motor vehicle or when using medica tions that may interact with alcohol.
Low-risk use of medications or other drugs would include using medications following the physician's prescription. However, screening should include a check on the number and types of medications a person is using and her concomitant use of alcohol, because interactions between medications and alcohol are not uncommon in older women.
At-risk drinking increases the chance that a person will develop drinkingrelated problems. Women age 65 and older who drink more than one drink per day are in the at-risk use category. Brief advice or brief interventions can be useful for women in this group.
Problem drinking among older women is defined as the consumption of alcohol at a level that has already resulted in adverse medical, psychological, or social consequences. Potential consequences may include injuries, medication interaction prob lems, and family problems. The pres ence of consequences, whether or not the person's drinking exceeds the recommended guideline, also suggests a need for intervention.
Alcohol abuse and dependence are disorders characterized by specific criteria. Alcohol abuse is characterized by continued drinking despite nega tive consequences and the inability to fulfill responsibilities. Alcohol depen dence, also known as alcoholism, is characterized by loss of control, preoccupation with alcohol or other drugs, and physiological symptoms such as tolerance and withdrawal (American Psychiatric Association [APA] 1994). Women age 65 and older who have alcohol abuse or dependence disorders can benefit greatly from treatment, especially elder-specific programs Schonfeld et al. 2000) .
Screening and Detection of Alcohol Problems in Older Women
CSAT (Blow 1998) has recommended that everyone age 60 and older should be screened for alcohol and prescrip tion drug use and abuse as part of regu lar health care services. People should continue to be screened yearly unless certain physical or mental health symp toms emerge during the year, or unless they are undergoing major life changes or transitions, at which time additional screenings should be conducted. The textbox lists some of the signs and symptoms of alcohol problems seen in older women. Many of these signs can be related to other problems that occur in later life, but it is important to rule alcohol use in or out of any diagnosis.
The goals of screening are to iden tify at-risk drinkers, problem drinkers, or people with alcohol abuse or depen dence disorders and to determine the need for further assessment. Screening can take place in a variety of settings including primary care, specialty care, and social service and emergency departments. Alcohol screening can be conducted because the incidence of alcohol problems is high enough to jus tify the cost, alcohol can adversely affect morbidity and mortality, and valid, cost-effective screening methods and effective treatments are available.
Systems (e.g., automatic yearly administration of alcohol screening instruments) to ensure that older women in health care settings are screened for alcohol use and conse quences are necessary for prevention and early intervention efforts. These systems must include screening for alcohol use (frequency and quantity), drinking-related consequences, medica tion use and alcohol/medication interaction problems, and depressed feelings. Screening may be conducted as part of routine mental and physical health ser vices and can be updated annually.
Screening should also take place before a patient begins taking any new medi cations or in response to problems that may be related to alcohol or medication.
Clinicians can obtain more accurate patient histories by asking questions about the recent past and by asking the alcohol use questions in the context of other health variables (e.g., exercise, weight, smoking). Alcohol (and other drug) screening for older patients should be simple and consistent with other screening procedures already in place.
Screening for alcohol use and related problems is not always standardized, and not all standardized instruments are reliable and valid with older women. The Short Michigan Alcoholism Screen ing Test-Geriatric Version (SMAST-G) (Blow et al. 1998) For years, screening and brief interven tion have been suggested as cost-effective and practical techniques that can be used with at-risk and problem drinkers in primary care settings. CSAT has defined brief alcohol interventions as time limited (from 5 minutes to five brief sessions) and targeting a specific health behavior (at-risk drinking) (Barry 1999) . Over the last two decades, more research has evaluated the effectiveness of early problem detection and secondary prevention (i.e., preventing existing problems from getting worse). Such studies have evalu ated brief intervention strategies for treating problem drinkers, especially those with relatively mild-to-moderate alcohol problems who are potentially at risk for developing more severe prob lems (Fleming et al. 1997 ).
Brief Alcohol Intervention Goals
Brief intervention typically includes set ting flexible drinking goals that allow the patient, with guidance from the clini cian, to choose drinking moderation or abstinence. The goal of brief interven tion is to motivate at-risk and problem drinkers to change their behavior-that is, to reduce or stop alcohol consump tion. In some cases, when formal treat ment is warranted, the goal is to facilitate treatment entry. Terminology can be particularly important when working with older women. The stigma and shame associated with the term "alco holic" can be a powerful deterrent to seeking help. Avoiding pejorative terms provides a positive framework for clini cians and can help empower older women with risky alcohol or medication use to make changes, thereby reducing the negative feelings often associated with drinking problems.
Brief alcohol interventions can be conducted using guidelines and steps (Barry et al. 2001) adapted from work by Wallace and colleagues (1988) , Fleming and colleagues (1997) , and Blow and Barry (2000) . Brief alcohol intervention protocols are designed for busy clinicians and often use a workbook that the patient can take home at the end of the session. Auxiliary issues included in the brief alcohol interven tion for older women vary based on individual patient issues and the time available for the intervention.
Effectiveness of Brief Alcohol Interventions with Older At-Risk Drinkers
The spectrum of alcohol intervention for older adults ranges from prevention/ education for abstinent or low-risk drinkers and minimal advice or brief structured interventions for at-risk or problem drinkers to formal alcoholism treatment for drinkers who meet the criteria for alcohol abuse or depen dence (Blow 1998) . Although referral to formal treatment is appropriate for patients with alcohol abuse or depen dence, pretreatment strategies are also appropriate for this population. Pretreatment strategies include the use of brief interventions to help patients dis criminate between their alcohol use and the problems resulting from that use (Barry 1999) .
Brief interventions for alcohol prob lems (for all populations) have employed various approaches to change drinking behaviors. Strategies have ranged from relatively unstructured counseling and feedback to more formal structured therapy (see Barry 1999 for a review) and have relied heavily on concepts and techniques from the behavioral The CAGE screening instrument (Ewing 1984) consists of four questions:
• Have you ever felt you should Cut down on your drinking? • Have people Annoyed you by criticizing your drinking? • Have you ever felt bad or Guilty about your drinking? • Have you ever had a drink first thing in the morning to steady your nerves or to get rid of a hangover (Eye opener)?
self-control training literature (Miller and Rollnick 1991) . Several brief alcohol intervention studies conducted in primary care set tings with younger adults have shown mainly positive results. Both brief inter ventions and brief therapies (usually delivered by mental health professionals to people in substance abuse or mental health treatment) have been found to be effective in a range of clinical settings including primary care, mental health treatment, hospital, senior housing, and senior centers (Barry 1999) . Although fewer studies with older adults are available, two existing studies suggest that brief intervention is useful with the older population as well. Fleming and colleagues (1999) and Blow and Barry (2000) used brief interventions in ran domized clinical trials in primary care settings to reduce hazardous drinking among older adults. These studies have shown that older adults can be engaged in brief intervention, that this tech nique is acceptable in this population, and that there is a substantial reduction in drinking among at-risk drinkers receiving the interventions compared with a control group.
The first study, Project GOAL: Guiding Older Adult Lifestyles (Fleming et al. 1999) , was a randomized controlled clinical trial conducted in Wisconsin with 158 older adults ages 65 to 88, 53 (34 percent) of whom were women. All patients age 65 and older in a number of primary care sites were asked to complete a screening questionnaire. Those who screened positive for at-risk drinking (i.e., those who exceeded recommended drinking guidelines) were randomized to an intervention group and a control group. One hundred forty-six subjects participated in the 12-month followup. The intervention consisted of two 10-to 15-minute counseling visits during which the physician delivering the intervention followed a scripted workbook; the patients were given advice and information and asked to sign a contract designed to reinforce drinking goals. At baseline, both groups con sumed an average of 15 to 16 drinks per week. After 12 months, patients in the intervention group drank signifi cantly less than those in the control group, decreasing their consumption by about 30 percent. Because the propor tion of women in the study was small, major analyses focused on the entire sample of men and women together.
The second elder-specific study, the Health Profile Project, was conducted in primary care settings in southeast Michigan (Blow and Barry 2000) . Examining a sample that included patients age 55 and older, researchers sought to determine whether changes in drinking patterns and response to interventions occurred both in older adulthood (older than 65) and in the transitional phase from ages 55 to 65. The older-adult-specific intervention, used with both groups for consistency, included both a brief advice discussion with a psychologist or social worker and motivational interviewing techniques, and feedback. A total of 420 people participated (including those who received the intervention and the control group) in this trial, and 367 participated in 12-month followup interviews. Seventy-three women were enrolled in the study at baseline, and 69 participated in the 12-month fol lowup. The mean age of the female participants was 67.
The study found results similar to the study by Fleming and colleagues (1999) for binge drinking (i.e., drinking four or more drinks per occasion) and drinking days per week, in particular, at 12-month followup. At followup, the intervention group of women averaged 7 drinks per week (within recom mended guidelines) and the control group averaged 8.2 drinks per week. Although the intervention group low ered its consumption to within NIAAA guidelines, the groups were not statisti cally different at followup. Nor did the groups differ significantly in terms of drinks per day at baseline or followup. The fact that the intervention and con trol group did not differ in drinks per drinking day at 12 months after inter vention could indicate natural minimal changes over time in behaviors for both groups. However, there were statistically significant differences between the groups in days per week (frequency) of drinking from baseline to 12 months.
On average, subjects in the intervention group decreased their drinking from 4.5 days per week at baseline to 3.1 days per week at 12 months; the control subjects drank an average of 4.3 days per week at baseline and only decreased to 3.6 days per week at 12-month followup. The intervention group showed significantly more days of abstinence per week at 12 months, indicating diminished risk. Days of abstinence are recommended for reducing risk (Barry et al. 2001) .
These randomized controlled clinical trials extend the positive results of research on younger at-risk drinkers to the older at-risk drinking population by showing that, regardless of age, brief interventions are effective in assisting older at-risk drinkers to drink less often. The studies provide a good basis for future research focused on older women who use alcohol and on the interaction between alcohol and medications in this age group. Research is needed to determine the most effective compo nents of brief interventions with older women and the most effective venues (e.g., primary care, in-home, senior cen ter, senior housing). Research is also needed to address an under-studied area, the interaction between alcohol and medications in older women, and to determine the best methods for deal ing with this more complex problem.
Because the population of older women is increasing rapidly and rates of alcohol misuse are anticipated to increase with the aging of the Baby Boom generation, alcohol researchers need to find methods to include larger numbers of older women in studies. Randomized trials with larger sample sizes will provide a more complete pic ture of the characteristics of women who respond to brief interventions as well as the most effective education and prevention methods for this population.
Formal, Specialized Treatment Approaches for Older Women
CSAT has recommended several approaches for the effective formal treatment of older women and men with alcohol problems. These include cognitive behavioral approaches, groupbased approaches, individual counsel ing, medical/psychiatric approaches, marital and family involvement/family therapy, case management/communitylinked services and outreach, and for mal alcoholism treatment.
As with all other clinical issues, not every approach fits every older woman with alcohol abuse or dependence. Ideally, treatment should be individu alized for the specific person, taking into account his or her medical, psy chiatric, social, and cultural needs. Most of the therapeutic approaches included here have been more widely studied in younger adults (Blow 1998) . Only a few elder-specific studies have evaluated intervention/treatment methods other than brief intervention for at-risk drinkers and formal treat ment for people with alcohol abuse or dependence. There has been even less of a focus on older women, in part because fewer older women meet crite ria for formal treatment and because fewer women who need treatment are identified by primary providers and referred to treatment. A few examples of elder-specific studies are available, however. Blow and colleagues (2000) and Schonfeld and colleagues (2000) found that cognitive-behavioral approachessuch as teaching older adults skills necessary to rebuild social support networks and using self-management approaches for overcoming depression, grief, and loneliness-were successful in reducing or stopping alcohol use.
Research has also found that case management services are helpful for older adults receiving alcoholism treatment and may be the best way to provide outreach services. Because traditional residential alcoholism treat ment programs generally treat few older adults, small sample sizes have prevented the evaluation of formal treatment. The development of elder-specific alcoholism treatment programs in recent years has identified sufficiently large numbers of older adults with alcohol abuse or dependence disorders to begin to facili tate studies of this population (Atkin son 1995). A remaining limitation with this age group is the lack of longitudi nal studies of treatment outcomes.
In one of the few long-term studies of an elder-specific specialized alcoholism treatment program, Blow and colleagues (2000) examined multidimensional 6-month outcomes for 90 patients older than age 55. At baseline, physical health functioning was similar to that reported by seriously medically ill patients (with and without alcohol problems) in other studies, whereas psychological function ing was worse. Nearly one-third of the sample had comorbid psychiatric disor ders. Results suggested that the largest percentage of older adults who received elder-specific substance abuse treatment attained positive outcomes and that their conditions improved across a range of physical and psychosocial measures. Further research is needed in this area to determine the following:
• If elder female-specific specialized treatment is necessary, effective, or both
• If older women in elder-specific programs show better outcomes than older women in mixed-age programs
• If intervention and treatment approaches for alcohol and prescrip tion drug misuse are effective with older women.
Summary
The growing population of older adults reflects the need for new, innovative prevention and intervention techniques and approaches targeted to older at-risk drinkers. These approaches should consider elder-specific characteristics such as alcohol-related symptoms and patterns of use, age of onset, and medi cal and mental health issues. The range of prevention and inter vention strategies available to older adults-prevention and education for people who are abstinent or low-risk drinkers, minimal advice and brief intervention for at-risk drinkers, and formal treatment for people with alco hol abuse or dependence-provides the necessary tools for health care providers to give high-quality care to older adults across the spectrum of drinking patterns.
Although some progress has been made in understanding the effective ness of alcohol screening, brief inter vention, and treatment among older women, it remains to be determined how these protocols fit into the broad spectrum of health care settings (e.g., primary care, mental health care, spe cialty physical health care, hospitals) and how to target specific interventions or treatments to appropriate subgroups of older women. The health care field must develop and test time-and costeffective methods of screening, interven tion, and treatment to provide optimal care to a vulnerable, growing, and under-recognized population of older women who are consuming alcohol and other drugs. ■
